Study objective-The aim was to evaluate and improve the completeness of follow up in a cohort study of mortality carried out using the UK National Health Service (NHS) Central Registers.
registered with a general practitioner, and a 1% sample of remaining men born in or after 1916.
Measurements and main results-The additional follow up increased the number of deaths fully identified in the cohort by 6-5%. Mortality among those untraced on the NHS Central
Registers was substantially greater than in the cohort as a whole (10-2% v 6-9%). Among those reported by the NHS Central Registers as not currently registered with a general practitioner, 2-7% were found to have died, as were 1-1% of men born before 1916 and currently reported to be registered with a general practitioner. As expected there was clear evidence that information about emigrations supplied by both the NHS Central Registers and DSS is far from complete.
Conclusions-Standardised mortality ratios based on follow up via the NHS Central Registers alone are likely to be somewhat low, and this should be borne in mind when interpreting the data. also requested to search for death certificates wherever it was likely that a man had died in one of these places.
In order to improve the quality of the basic follow up, details ofmen in certain categories were submitted to the Records Branch of the DSS at Newcastle. The categories submitted were: (1) men recorded on the NHS Central Registers as not currently registered with a general practitioner; (2) or Jersey, 94 (81 0" ,) were reported by DSS as alive and living in the United Kingdom according to their records. DSS reported that a further 14 men (12 l0o) had died, all of whom were born in Northern Ireland, and for 11 of these the extra information enabled a death certificate to be found. Seven of the deaths were in Northern Ireland, three in England and Wales, and one in Scotland. Two men were reported by DSS to have died in England or Wales and OPCS could confirm the date of death but could not supply a death certificate, and one man was reported by DSS to have died in Northern Ireland, but the Health Department could not confirm the death. Finally, for eight of those untraced in Northern Ireland, the Isle of Man or Jersey, DSS reported that the man had emigrated, and for six of the eight an address outside the United Kingdom after discharge was given on the Ministry of Defence Record of Service.
For the men for whom follow up using the NHS Central Registers and Health Departments was apparently satisfactory, the outcome of the cross check with DSS is shown in table III. Of the 894 men born before 1 January 1916 and reported by the NHS Central Registers as currently registered with a general practitioner, DSS reported that 857 were alive and living in the UK on 1 January 1984 and six were reclassified by DSS as alive after a report of death could not be confirmed by OPCS, making a total of 863 (96 5 ",,). Eleven men (1 2 ",,)
were found to have died. The additional information supplied by DSS enabled death certificates to be obtained for 10 of these men (six in England or Wales, two in Scotland, one in Northern Ireland, and one abroad) while the last man was reported to have emigrated prior to death. For 10 (1.1",,) of the men born before 1 January 1916 and reported by the NHS Central Registers as currently registered with a general practitioner, DSS reported that the man had emigrated, and three of these had final addresses after discharge from the Ministry of Defence that were outside the United Kingdom. The last 10 men were untraced. respectively (table IV) . The vast majority of these men had died in the United Kingdom long after they had left the Services and, from the information available to us, no special feature could be identified that should have made either the men or their deaths difficult to find via the NHS Central Registers. In addition to those deaths for which full information was eventually The age distribution of the men, the period of investigation, and the fact of service abroad may well have resulted in an unusually high proportion of emigrations. Finally, the period of follow up in the present study extended only to the beginning of 1984, 15 months before the abolition of the death grant. Thus for studies with follow up period extending beyond March 1985 the information that DSS can supply may not be of quite such good quality as that obtained here.
Despite the special features of the cohort under study three general conclusions can be drawn. The first of these is that it is inappropriate to assume, as is often done, that those men who are traced on the NHS Central Registers and not currently registered with a general practitioner are alive and living in the United Kingdom. In the present study at least 2 7°o of such men had died and at least a further 9-50/% had emigrated, so their deaths would not necessarily be recorded either on the NHS Central Registers or by DSS. If it is not possible to carry out any special additional follow up of men who are not currently registered it might be better to assume that the men were lost to follow up when, or perhaps shortly before, their last registration was cancelled.
Secondly, the mortality among those untraced on the NHS Central Registers or with another Health Department is likely to be exceptionally high. In this study at least 100% of such men had died (table II) , compared with about 7% of men who were satisfactorily traced.2 3 Emigration in this group was also considerably higher than that overall. It thus seems highly desirable to take every possible step to ensure that the numbers untraced are kept as small as possible, and to use every available additional method of follow up for those that remain.
Finally, there is evidence that a few deaths and some emigrations are missed by the NHS Central Registers among those apparently traced as currently registered with a general practitioner, especially among those aged over about 70 years. Thus in any study, even when allowance is made for those not satisfactorily traced, the estimated standardised mortality ratios based on follow up via the NHS Central Registers are likely to be somewhat too low, and this should be borne in mind when interpreting the data.
